Introduction History
Historically, the principles of surgical management of lower extremity trauma has progressed from that of amputation during World War I and II to one of extremity salvage by improvements in debridement techniques, fracture fixation and soft tissue closure via local, regional and free tissue transfers (1) . These advances had seen reductions in mortality, morbidity and length of stay of patients. Initially Pedicle and cross leg flap were mainstay of treatment for soft tissue defect around ankle and foot (2) . This modality is cumbersome and with lots of failure. Introduction of free flap and its use in lower limb reconstruction reduced the morbidity significantly.
Materials and Methods
Between April 2016 and December 2017, 11 consecutive patients, were treated. Average age of patients was 34 years (3-58 years old). Patients were referred to our services post trauma to the lower extremity. All wounds were around ankle joint and foot ranging from 80 cm square to 300 cm square. Average defect size was 130 cm.sq. Dorsalis pedis artery and posterior tibial artery checked clinically and with 8 Mhz hand held Doppler device. Pre-operative perforator marking performed in cases of free anterior-lateral thigh flap (3) . Consent for operation photography obtained before every procedure.
Surgical Technique
All patients were operated under epidural anesthesia or general anesthesia. Seven patients were treated with free anterolateral thigh flap, three patients were treated with free lattissimus dorsi flap and one in one patient free gracillis flap was used. All flaps were harvested from contra lateral limb or back. In all flaps standard procedure followed which include 1 
Results
Eleven patients with defect over ankle and foot were operated from April 2016 to April 2017 (Table 1 ). All the patients tolerated the procedure well. There was one flap that was complicated by partial necrosis and in one patient there was a donor site graft loss. One patient had congestion over flap after 8 hour because of venous anastomosis thrombosis which required return to operation theatre and re do of venous anastomosis. All 11 flaps survived (one partial) and no other addition flap were required in these patients. Average hospital stay was 9 days. Donor site complication developed in only one patient. 
Discussion
Free flaps continue to be the gold standard for the coverage of lower third leg wounds because of their ability to cover large defects with high sccess rates and feasibility of using it in acute situations by choosing distant recipient vessels. free flaps continue to be the first choice for coverage of wounds in the lower third leg with gracillis muscle flap for small and medium defects, lattissimus dorsi muscle flap for large defects and anterolateral thigh flap when a skin flap is preferred [4] . For a reconstructive surgeon to be able to utilize these free flaps in reconstructive surgery, he/she needs to be familiar with microsurgery. The success of free flaps to the lower third of the leg and foot so much depends upon choosing good recipient vessels, it has been said that the surgery of free flaps to the lower third of the leg is the surgery of choosing the recipient vessels [5] . Preoperative Allen's test is necessary to identify arterial injury. CT angiogram is necessary only when clinical examination is inconclusive It is always better to perform end to side anastomosis to preserve distal circulation to the foot [6] . End to anastomosis is done if vessels injured distally and not contributing to distal circulation. Anastomosis should be performed away from the zone of injury to avoid thrombosis at anastomosis site [7] . Vena commitants are the preferred choice of veins for free flaps. Great saphaneous vein can be used if vena commitants are insufficient [7] . Flap Monitoring should be performed 2 hourly in first 24 hour then 4 hourly in next 48 hour. Monitoring performed with color, temperature, turgidity, Doppler signal and prick test (if required). Positioning and splinting are very important for prevention vascular thrombosis.
Conclusion
Free flap reconstruction in the foot area is sometimes absolutely indicated. It gives vascularity, tissue volume and coverage. For the infected wounds with dead space and large to medium size, the free flap (ALT, LD and gracillis) is the best choice. Large defects with exposed bone/ implant with or without infection are best handled with a free flap. The final choice of the most suitable treatment always depends on the preference of the surgeon and correct evaluation of each clinical case.
